Although women, young people and refugees are vulnerable to sexual and genderbased violence (SGBV) worldwide, little evidence exists concerning SGBV against refugees in Europe. Using community-based participatory research, 223 in-depth interviews were conducted with refugees, asylum seekers and undocumented migrants in Belgium and the Netherlands. Responses were analysed using framework analysis. The majority of the respondents were either personally victimised or knew of aclose peer being victimised since their arrival in the European Union. At otal of 332 experiences of SGBV were reported, mostly afflicted on them by (ex-)partners or asylum professionals. More than half of the reported violent experiences comprised sexual violence, including rape and sexual exploitation. Results suggest that refugees, asylum seekers and undocumented migrants in Belgium and the Netherlands are extremely vulnerable to violence and, specifically, to sexual violence. Future SGBV preventive measures should consist of rights-based, desirable and participatory interventions, focusing on several socio-ecological levels concurrently.
Introduction
Sexual and gender-based violence( SGBV) is am ajor public health issue worldwide, av iolation of human rights and in somec asesacrime against humanity. It comprises sexualv iolence, emotional-psychological violence, physical violence, harmfulc ultural practices and socio-economic violence ( Basile and Saltzman 2002; UNHCR 2003) . In addition to important negativee ffectso nt he victim'sw ell-being and participation in society, SGBV may have significant consequences on sexual, reproductive, physical and psychological health (Hynes and Lopes 2000; Tavara 2006 ).
Considered to be vulnerable to SGBV are: firstly, women -especiallythe impoverished and thoseliving in shelters, in remote areas or in detention (Wenzel et al. 2004) , secondly, adolescents girls and boys, particularly if they live alone or with only one parent and are of low socio-economic status (Holmes and Slap 1998; Tavara2006) and, thirdly, displaced and refugee communities (Hynes and Lopes 2000; UNHCR 2003; Wardand Vann2002) . Peoplew ith heightened risk perception and those who were personally victimised or witnessedSGBV during childhoodare prone to subsequent victimisationorperpetration of SGBV themselves (Borowsky, Hogan, and Ireland 1997; Brown et al. 2005) . Research has demonstrated that perpetrators of SGBV are most often knowntothe victim (Tavara 2006) . However, refugees,homeless or impoverished people and young men are often victimised by strangers, persons in authority and those assigned to their protection (Holmes and Slap 1998; Hynes and Lopes 2000; .
Several determinants in SGBV are thus known. Yet there remainconsiderable gaps in knowledge wheni tc omes to SGBVv ictimisationo fr efugees in Europe,t he impact of their victimisation on the individual and public health and effective prevention actions. The aim of this paper is twofold. First, it explores the nature of SGBV that refugees, asylum seekers and undocumented migrants in Belgium and the Netherlands experienced after arriving in the EU. Second, it discusseswhich perceived risk and preventive factors may be considered decisive determinants for the prevention of SGBV in thispopulation.
Methods
The above research findings encourage the use of an interpretive, feminist, communitarian and dialogical researchp erspective (Anderson and Doherty2 008; de Laine 2000) . Applying as ocio-ecological framework ( Bronfenbrenner 1979) to the determinants of sexualh ealth and violence, we first identified the potential SGBV determinants in our study population, showni nT able 1.
We added the concept of Desirable Prevention to this framework. Whereas general prevention can be conceived of in terms of those initiatives that anticipate risk factorsina targeted and systematic way, DesirableP revention can be defined as 'initiatives which anticipater isk factorse ven earlier in at argeted and systematic way,a re maximally "of-fensive", have an integral approach, work in aparticipatory way and have ademocratic nature, while aiming at the enhancement or protectiono ft he target group'sh ealth and wellbeing' (Vettenburg et al. 2003, 20) . Starting from this conceptualf ramework, we adopted aq ualitative and collaborative approach organised aroundt he notion of Community-Based Participatory Research. Community-Based Participatory Research focuses on inequalitiesand aims to improvethe health and well-being of community members by integrating knowledge in action, including social and policy change (Israeletal. 2001; Viswanathan et al. 2004) .
We mobilised al argeg roup of stakeholders:r efugeea nd asylum-seeking communities, policymakers, intermediary organisations, civil societya nd researchers. We considered the first of these groups to be the project's main beneficiaries and identified an umber of inclusion criteria. The first of these was to be ar efugee, asylum seeker or undocumented migrant aged between15and 49 years old. Second, respondents had to be living in East Flanders in Belgium or the Randstad region in the Netherlands. The application of these criteria resulted in as ample that included participants from Iranian, Iraqi, Roma, Kurdish, Somali, Afghan and former Soviet Union backgrounds.
Atotal of 14 women and 10 men meeting the criteria completed 30 hours of training as Community Researchers. Topicsa ddressedi nt heir training included sexual and reproductive health, SGBV,g ender, psychosocial education,t he study conceptual framework and conducting in-depth interviews in an empathic and ethically sound way. Two male Community Researchers droppedout after training because of time constraints. Community Researchers collaborated in every phase of the project, building rapport, capacity and mutual ownership. Other stakeholdersparticipated in aCommunity Advisory Board (CAB) that met at key momentsthroughout the duration of the project.
Community Researchers were asked to conduct1 0-12 interviews with respondents meeting the above-mentioned inclusion criteria and of the same gender as themselves. Between January and May 2007, 250 respondentsw ere chain-sampled through services and organisations that were members of the Community Advisory Board, the Red Cross asylum reception centres in East Flanders and through Community Researchers' (CRs') networks. Onceidentified, respondents were informed about the project's objectives,the interview goals, the potential risks and measures taken to protect them from thoserisks and modes of participation. Respondents couldwithdraw from the study at any point duringthe interview but still participate in later phases of the project. The respondent or his/her nominee signed an informed consent beforethe interview, and consent was renegotiated during later phasesofp articipation.
Theq uestionnaire comprised four parts: socio-demographic data (closed questions), sexualh ealth, personal or close peer SGBV experiences since arriving in Europe and prevention of SGBV( all open questions). Theq uestionnaire was developed jointly with the Community Researchers and the CAB:firstly, to enhancet he beneficial outcomes of the participatory research approach, secondly, to maximiset he match between 'inner speech' and the language used (Moran, Mohamed,a nd Lovel 2006) and, thirdly, to optimise validity and reliability (Gagnon, Tuck, and Barkun 2004) . It was translated into the languages of the respondentsb yt he Belgian Community Researchers and back translated by the Dutch Community Researchers before being pilot-tested and finalised for use in the mother tongueo fb oth the Community Researchers and the respondents. The study protocol applied the WHO (Ellsberg and Heise 2005) and UNHCR (UNHCR2003) ethicala nd safety guidelines in researchingv iolence and receivede thicala pproval from the Ghent University Hospital Ethical Committee.
Analysis
Interviewswere only considered valid wheninformed consent had been given and when the taped interview matchedt he notesthat were taken by the Community Researcheron the interview guide.Excluded from analysis were double interviews, doubleSGBVcases and cases that were not personal nor from aclose peer. For the qualitative element of the study, we used framework analysis to sort, code and compare the answers. Thus, we first applied an emic approach to code the data into analytical categories conceived as meaningful to the communities using the respondents' definitions and wordings. We later applied the socio-ecological frameworka nd the concept of Desirable Prevention to interpret the content and context of the findings. Finally, we used SPSS to check the volume of, and diversity within, the qualitative data (Safmana nd Sobal 2004) . Quantitative socio-demographic data were alsoanalysed usingSPSS.
Results

Socio-demographic characteristics
In total, 223 of the 250 interviews were considered valid: 132 in Belgium and 91 in the Netherlands. Therespondents were 88 men and 135 women, including two transsexuals in Belgium who asked to be includedi nt he analysisasw omen. Table 2r eveals the main socio-demographicc haracteristics of respondents. Their general profile was one of highly educated women and men of reproductive age who reportedexperiencing am ajor setback in their socio-economic position:
You are not allowed to work, only to breathe. (Parvaneh, 37, Iranian asylum seeker) You cannot do anything, becauseyou are notahuman being. (Bohan, 20, Kurdishasylum seeker) In addition, respondents described having poor social networks to rely and build on and being hampered in participating actively in societyimpededt heir social functioning:
Ihave no hope for the future. Ilive in areception centre without any contact with other people. Ihave no money, no work and no contact with girls. (Zoran, 23, Kurdish asylum seeker) Subsequently, manyi ndicated suffering from the psychosocial burden of low subjective social status:
My father is ahighlyeducated, intelligentman andheldahigh position in Iran.Whenwereceived ourasylumstatusherehewanted to work,not to live on support. Foreight yearsnow he's working as awelder. Hish ands cannot hold acup of teaanymore andh is eyes grow blind. HisDutch colleagues treathim as an idiot. He lost hisself-esteem andnow stutters. (Bahareh, 22, Iranian refugee) Finally, several respondentsperceived their asylum situationasaform of violence:
This family had no right to work, to social support, to rent ahouse, to have an own account and after four years in the asylum centre they had to leave Belgium. Where are those human rights then here? Nowhere; That's violence too! (Hawar, 19, Kurdish asylum seeker) We've got the right to live. Making adifference between asylum seeking and other children is aform of violence! (Yasemin, 29, Kurdish asylum seeker)
Overview of reported cases of SGBV Aquarter of the respondentsdid not report violence(57/223). However, 87 respondents had been personally victimised and another 79 respondents knew at least of one close peereither an (ex)-partner, family member, friend or acquaintance/neighbour-being victimised since arriving in Europe.Together, they described 332 casesconsisting of 389 SGBV acts. All types of violence(except killing and child marriage) were described in both personal as well as peer victimisation, with personal victimisation bearing at least one third of the proportion within each type of violence. Sexual and gender-based violencec ases were notedb ya ll Community Researchers in every origin, gender, age and status group interviewed. Table 3r eveals that more than half of the victims were lesst han 30 years old and female, while perpetrators were predominantly over 30 and male. Nonetheless, one third of the victims were male and 25 perpetrators werefemale. Additionally, about half of the perpetrators had acted in ag roup. Them ajority of the victims were either refugees or asylum seekers, while at hird of the perpetrators were Belgian or Dutch nationals. The perpetrator was usually the current or former partner of the victim. Yet, in afi fth of the cases authorities or professionals as reception centre staff, lawyers, police and security guardswere identified as perpetrators. Table 4s hows the nature of described SGBV experiences. Most cases consisted of multipleforms of violence.
Sexual violence
The bulk of the sexualv iolencec ases consisted of rape with multiplea nd gang rape appearing to be common practice. Sexual harassment (no physical contact), sexual abuse (physical contact without penetration) and sexualexploitation were alsodescribed. Afifth of all respondents stated being sexually victimised themselves, giving adetailed report of being raped by one or more persons and/or of being sexually exploited on al ong-term basis. The victims in the other caseswereclose peers of the respondents: Harmful cultural practices were mainly honour-related or involved forced marriage or child marriage:
When her father heard that his daughter was raped, he killed her. He couldn't face us fellow citizens anymore after this terrible thing. (Shahrukh, 39, Afghan refugee)
Consequences of victimisation
Respondents indicated that frequently victims had to deal with multipleand long-lasting consequences.
Emotional-psychologicalconsequences
Emotional-psychologicalconsequencesoccurred in two-thirds of the cases. Respondents described being' depressed', 'a psychological wreck', 'dispirited' or 'very insecure'. Victims often isolated themselves and no longert rusted anybody.O thers dealtw ith anxiety,sleeping disorders, shame, guilt, anger,frustration and hatred. Many victims did not receive any psychological assistance although they requested this:
Fear, nightmares we all know it. My children can't bear loud voices or noise. They are very kept to themselves. They have forgotten the meaning of the word 'joy'. (Parvaneh, 37, Iranian asylum seeker)
Socio-economic consequences
Frequently,violenceresultedinaloss of social support. Victimswereforciblyseparated from theirpartner or children,werecondemned by andexpelledfromtheir family or communityor hadtochangereception centresdisruptingtheir newlybuild social network. Severalvictims lost theirjob,fellbehindintheir educationorcould no longer participateactivelyinsociety:
The other Afghans soon heard about it. ... They had afight, the police investigated the case and her little son was taken from her and put in childcare, she was sent to another asylum reception centre. 
Perceived risk factors linked to victimisation
Ihad no papers and no money, so Ionly had one option: to be his slave. (Svetlana, 28, Russian refugee)
In general,r espondents identified behavioural factorsa st he mosti mportant risk factor. However, the lack of asocial networkand economichardship were also identified as key risk factors. Categorisingt heir answerso ni ndividual, interpersonal, organisational and societal socio-ecological levels, the following findingsemerge.
Individual level
Individual determinants mostly comprised behavioural factors including drug/alcohol use, verbal and non-verbal attitudes and beinga lone on the streetsa tn ight. One third of the respondentsi dentified lacko fknowledgea nd information as ar isk factor. This included 'not knowing the language and culture of the host country' and lack of 'sexual knowledge' and 'self-defence skills'. Aboutt he same number of respondents indicated that mental health problems put one at risk of SGBV. They described this as 'being down', having 'no self-confidence', 'being mentally ill' and 'not having alot of brains'.Aquarter of the respondentss aw also risk related to gender. They described this as 'being weaker as awoman', 'being too free as ag irl' and 'being abeautiful woman'.
Interpersonal level
Half of the respondentsi dentified issues relating to social networksa si mportant risk factors. Examplesincluded'not having somebody to turnto', 'trusting people too easily' and 'having bad examples as friends or parents'.
Societallevel
More than one third of the respondents mentioned economic hardship as ar isk factor, including 'having ab ad financial situation', 'poverty' and 'takingr isks to earn money'. Having no legalresidence permit, having an unprotected status and nothaving full rights were identified as residence-related risk factors. Ab ad physical environment was described as 'sharing housing with too manypeople' and 'living in ad eprived area':
Idon't think refugees choose to become victims of violence. They are thrown into it by society itself, inhuman treatment, bad policy and alack of guidance. (Arun, 31, Kurdish refugee)
Desired prevention measures
Subsequently we inquired about the respondents' perceptions and suggestions concerning prevention. The following themes emerged.
Individual level
Some respondents indicated that an individual couldnot do much.However, the majority were convinced that an individual had an important rolet op lay in SGBVp revention. Aquarter of respondents stated that an informed individual was less at risk; therefore, one should inform oneself.Mental health factorssuch as 'being self-confident', 'knowing your own limits', 'having astrong mind' and 'respecting yourself beforeyou respect others' were also seen as preventive. At an individual level, behavioural factorssuch as 'avoiding risks', 'choosing suitable clothes'and 'avoiding drugs and alcohol' were seen as important.
Interpersonal level
Al arger number of behavioural factors were in relation to others. These included 'avoiding relationships with strangers or bad friends', 'choosing your friends carefully' and 'being careful, also in intimater elationships'. The majority of respondents felt that others should reactw henv iolence occursa nd provide social and parental control and support. Therefore, prevention measures should seek to enhances ocial networks. Successful strategies included' making sure that parents and children are good friends', 'enhancing networks among the same age groups' and 'organising meetings in which people can share their experiences and feelings'.Sharing knowledge was also considered preventive and key strategies here included'giving general information and education to others','sensitisation and advice from parents on risks' and 'making violencedebatable'.
Organisational level
Although some respondentsstressed that avictim should seek help by 'notifying the police', 'lookingfor help from knowledgeable people' and 'looking for legal aid', most respondents stated that others shouldhelp in accessing services. They identified the need to have services that are safe and trustworthy for refugees, asylum seekers and undocumented migrants, and that offer psychological assistance.Although few respondents pointed to cultural norms and values as protective factors, aq uarter believedt hat prevention measures shoulda ddress cultural norms and values, includinginforming the host society about refugee issues.
Societallevel
For more than half of the respondents, prevention should seek to enhancek nowledge through sensitisation,educationonsexualhealth, risks and SGBV,and training about rights.
Othersf elt that the overall legislative framework should becomem ore preventive. They suggested, for example, that the government should 'assure protection against violencefor all', 'enforcel aws on violence' and 'enhance general public safety'. Furthermore, the system of residence status should change to enhancethe research populations'possibilities of enjoying rights and actively participating in host communities. This couldbedone by 'giving all migrants the right to work', by 'shorteningt he asylum procedure'a nd by 'educating asylum seekers on their rights and duties'. Thev ast majority of respondents felt that the suggested preventive measures would work for both women and men.However, prevention for young people shouldbeadapted to their own language and culture. Nearly three-quarters of respondentsstressed they would like to participate in future SGBV-prevention activities,welcomed the focus of the research and thanked the research teamfor beinggenuinelyinterested in their lives. This is line with Sikweyiya and Jewkes's (2011) suggestion that risks in SGBV research can remain minimal when protocolsare followed and that it can even generate apositive impact.
Discussion Victimisation
This study explored the nature of SGBV thatrefugees, asylum seekers and undocumented migrantsinBelgium and the Netherlands experienced since arriving in the EU (seeTable4). Within the limited scopeofour research population,wefound ahighincidenceofcombined forms of victimisation, whichsometimes resulted in afataloutcome. Not onlythe extent to whichsexual violence was part of their victimisation, but also its nature (e.g. frequent gang and multiple rape) differs fromw hat is known aboutS GBV amongB elgian and Dutch nationals (MOVISIE 2009; Pieters et al. 2010) .Furthermore, unlike what is expected in the general population (Tavara 2006 ), but in line withfindings for refugees, people in poverty and adolescentboys (Holmes and Slap1998; Hynes and Lopes2000; Norredametal. 2005) , an importantn umber of perpetrators in our study were either persons in authorityincluding those assigned to their protection -orwere unknown to the victim.Our study also confirms the finding thatimpoverished womenand girlsand those living in remote areas and shelters may be especially vulnerable (Wenzel et al. 2004) .Finally, it is interesting to note thatthe men and young boys in our study appear to be more pronetosexual and other kinds of violence than is globallyexpected in men. (Holmes and Slap1998; Tavara 2006) .
Together, the data highlight the vulnerability of refugees,a sylum seekers and undocumented migrants to SGBV in Belgium and the Netherlands. Because researchhas demonstrated that peoplew ith ah eightened risk perception and thosew ho have been personally victimised and/or witnessed SGBV during childhooda re prone to subsequent victimisation or the perpetration of SGBV themselves ( Borowsky, Hogan, and Ireland 1997; Browne ta l. 2005) , thereisa nu rgent need for intervention.
Prevention
With respect to prevention at the individual level,the great majority of our respondents were highly educated,which-according to the availableliterature -s hould in principle helpto protect thema gainst the onseto fi ll-health ( Herd, Goesling, and House 2007) . However, respondents also reportedadecline in socio-economicp osition and low subjectives ocial status, linked to their immigration status restricting themfromworking officially and from participatingfreelyincivil society. Thus,even withahigher education degree and former professional experience, respondents were structurally hampered from investing in the host society by turning their human capital potential into economic and socialcapital. Both low objective and subjectives ocial status are considered importantp redictors of ill-health (Demakakosetal. 2008; Marmot 2001) , and low income is associated withthe progression of ill-health (Herd, Goesling, and House 2007) .Asaresult, it is not unreasonable to assume thatSGBV puts our research populationatgreat risk of highmorbidity.
At an interpersonal level, respondents identified social networks and social support, informatione xchange, awareness-raising andc ommunity resilience as important prevention factors. However, respondents reported (see Table 2a nd socio-demographic profile) living alone, being members of truncated networks with restricted opportunities for societal participation and building social capital. Social networks provides ocial and emotional support, self-esteem, trust, identity, coping, shared purposeand perceptions of control,the absence of which is demonstrated to have negative impacts on health (Bracke, Christiaens, and Verhaeghe 2008; Cohen and Wills 1985; Norris et al. 2008) .
People in truncated networks are at risk of noth aving ac onfidantn or receiving appropriate instrumental and social support ( Cattell 2001; Weyers et al. 2008) , an issue that is magnified in refugee context where the need to belong and the risk of social exclusion are key determinants of healthy sexuald evelopment as well as positive resettlement outcomes ( McMichael and Gifford 2010) . Beyond this, ah igh degree of social isolation and low quality of relationships with male confidants may lead to inappropriate sexualbehaviour in men (Gutierrez-Lobos et al. 2001) . Evidence also shows that social networks have as ignificant impact on exposure to health information, on shaping of health-related norms (Rose 2000; Scott and Hofmeyer 2007) and on health-risk perceptions and the adoption of health preventive behaviours (Kohler, Behrman, and Watkins2 007; Viswanath, Randolph, and Finnegan 2006) . Lack of participation as a citizen, sense of community and attachment to aplace can hamper community resilience to stressors, such as SGBV (Norris et al. 2008) Organisational ands ocietalf actors, includingu nhealthy andu nsafe housing, unemployment, poverty, restricted access to healthcare, higher education, participation in civil societyand legal protection, all influence the ill-health (Deaton 2002; Robert and House 2000) that our researchp opulation faceso nadaily basis. These factors connect closelywithbasic human rights (Beyrer et al. 2007; Gruskin, Mills, and Tarantola2007) , but the fulfilment of these rights is far from self-evident when the opportunity to enjoy them is linked to legal residence status.R efugees receive an official residence permit which, in Belgium and the Netherlands assures access to healthcare services and entitles refugees to realise mostrights, notwithstanding the multiple barriers they might encounter when trying to do so. Asylum seekers, on the other hand, are in the insecure process of achieving this status or having it denied and undocumented migrants do not have astatus, which implies that their access to healthcare is often left to the arbitrary decisions of individual healthcare and other service providers (Norredam, Mygind, and Krasnik 2005) .
Conclusion andfutureresearch
Specifich ealth-promotion and violence-prevention interventions are urgently neededt o correct the unequalh ealth conditions described in this paper. At an individual level, behavioural change, sensitisation to SGBV and its risk and protective factors and the enhancement of objective and subjective social status are of major importance. At the interpersonal level, it is paramount to empowero ur research population to build social networks that improvesocial capital and enhancethe exchange of transferable knowledge skills through social learning, the creation of social supportand communityresilience. At the organisational level, it is crucial that healthcare and otherservicesare madeaccessible to everyone, regardless of residence status.Atthe societal level, structural changes in asylum policies to enableeveryone to enjoyand fulfil their humanrights are urgently required.
In all these measures, the participation of the target population is crucial. This accords with research findingssuggesting that prevention of SGBV in migrants shouldbebased on culturally competent interventions, empowerment,the enhancement of structural elements (Bhuyan and Senturia2005) and the adoption of comprehensive prevention approachesin which community resilience is integrated (Krieger et al. 2002; Maciak et al. 1999; Mosavel et al. 2005) .
Finally, further research is needed: firstly, to enquire into the protectiverole of education in this researchp opulation, givent he impediment of residence status and, secondly, to determinewhether (reverse) causation betweensocio-economic position and health applies and, if so, how much exposure to asetback in socio-economic position suffices to trigger ill-health. The long-term evaluation of Desirable Prevention measures and their impact on the health and well-being of this population compared to others would help to clarify the relationship between the different determinants.
Limitations
This study has several practical limitations. Respondents weresampled through criterion and chain sampling, following the networksofthe CRs and CAB. Although we excluded (amongsto thers) casest hat were not personal nor from ac lose peer, we respected the respondents' definition of aclosepeer.Furthermore, although all CRs were trainedalike and the questionnaires were translated thoroughly, it cannot be guaranteed that their epistemological perspective while conducting and translating the interviews did notdiffer from those of the main researchers. These elements might introduce some biases in the data which we consider not to be generalised.However, we believe they are transferable to similar populations in comparable settings. spé cifiquement, à la violence sexuelle. A`l'avenir, les mesures pré ventives des VSBG devraient ê tre composé es d'interventions basé es sur les droits humains, souhaitables et participatives qui se concentreraient sur plusieurs niveaux socio-é cologiques, et cela en mê me temps.
Resumen
Aunque las mujeres, los jó venes ylos refugiados son vulnerables alaviolencia sexual ydegé nero en todo el mundo, existen pocos indicios sobre esta violencia contra refugiados en Europa. Atravé sde un estudio de participació nb asado en la comunidad, se llevaron ac abo 223 entrevistas con refugiados, solicitantes de asilo ei nmigrantes indocumentados en Bé lgica yl os Paí ses Bajos. Las respuestas se analizaron mediante un aná lisis de marco. La mayorí adelos entrevistados habí an sido ví ctimas personalmente oc onocí an aa lguien cercano que habí as ido ví ctima al llegar al aU nió n Europea. Fueron informados 332 casos de violencia sexual yd eg é nero, la mayorí ac ausados por (ex)compañ eros op rofesionales especializados en asilo. Má sd el am itad de las experiencias violentas informadas eran casos de violencia sexual, incluyendo la violació nylaexplotació nsexual. Los resultados indican que los refugiados, los solicitantes de asilo ylos inmigrantes indocumentados en Bé lgica yl os Paí ses Bajos son extremadamente vulnerables al av iolencia, ye nc oncreto, al a violencia sexual. Las futuras medidas de prevenció ncontra la violencia sexual ydegé nero deberí an incluir programas participativos ydeseables basados en los derechos, yque alavez presten atenció n alos diferentes niveles socio-ecoló gicos.
